CLAIM FOR REIMBURSEMENT | orrice
FOR EXPENDITURES
ON OFFICIAL BUSINESS || meNporF

1. DEPARTMENT OR ESTABLISHMENT, BUREAU, DIVISION OR

2. VOUCHER NUMBER

3. SCHEDULE NUMBER

Read the Privacy Act Statement on the back of this form,

6. PAID BY

8. NAME (Last, first, mwddie wwiiel/

b. SOCIAL SECURITY NUMBER

-
- 4
< |LAST NAME FIRST M. 999-99-9999
g . MAILING ADDRESS (Include ZIP Code) d. OFFICE TELEPHONE
NUMBER
O |Home Address 8
<
(808) 449-9999
8. EXPENDITURES (/7 fare clsimed in col. (g) exceads charge for one person, show in col. (h) the number of additionsl p which eccompenied the claimant.)
DATE c Show appropnate cods In col. (b): MILEAGE AMOUNT CLAIMED
O a&-losaluwel o RATE
- Telephone or telegraph, or FARE ADD.| TIPS AND
19 £ C - Other Expenses (itemized) $0.3250 MILEAGE ORTOLL |PER-| MISCEL-
(Explain expenditures in specific detell.) ’:ELE: sons| LANEOUS
fa) 6! fe} FROM (@) TO e {f) fg! fhi i
. » " 1
09/14/01 Itemize Expenses Reflect cost in columna (g) ! ' '
09/15/01 | C $0.0000 ' !
- ] 1 1
| |
$0.0000 ._ !
—_ | | |
$0.0000 | . 1
| [ [
$0.0000 | |
| I |
$0.0000 r |
*1 certify this claim is true and correct and proper and ' \ [
| |
$0.0000 : :
there was an urgent and unforeseen public necessity for |
— $0.0000 : L
the expenditure of my personal funds; and that payment or | | '
$0.0000 |
credit has not been received.” (Signed in Block 10) | i
$0.0000 | |
| | |
$0.0000 |
I | i
If additional space is required continue on the back. ﬁ?&g‘w CARRIED FORWARD FROM $0. m II :
7. AMOUNT CLAIMED (Total of cols (fl. | | |
fg! and (il.) ’ $ 0.0000 TOTALS $£0.0000 | |

8.This claim is spproved. Long distance telaphone calls, if shown, are certifiad ns
necessary in the Interast of the Govemment. (Nere: If long disrance calls are
[nciuded, the approving official must have been sutharized, In wiiting, by the head
of the department cr agency to so certify (31 U.S.C. &80e).)

Sign Original Only

10, | certify thot this claim s true snd corract to the best of my knowledge and
belis! snd that paymaent or credit has not been received by ma.

PAYMENT DESIRED Sign Original Only
FR cueck [] casw EFT

DATE
DATE M_"’ Individual in Block 4
APPROVING ’ NAME, GRADE, TITLE [11. CASH PAYMENT RECEIPT
Sign Hene Unit CC or Director o. PAYEE (Signature] b, DATE
9. This cigim s cenifled correct and peapar for psyment. PROVIDE EFT BANK INFORMATION
Sign Original Only ACCOUNT NUMBER AND BARK ¢. AMOUNT

AUTHORZED DATE ROUTING NUMBER. $
s FSO Representative 12, PAYMENT MADE
IGN BY CHECK NO.

ACCOUNTING CLASSIFICATION

Resource Advisor initials

Fund Cite Required

STANDARD FOBM 1164 (REV. 11-77)
Prescribed by GSA, FPMR (CFR 41) 101-7




